, respectively. Interestingly, fifty-six percent of elderly did not want to die at home. Age less than 70 was the only factor significantly associated with being unwilling to die at home with p = 0.04).
With the recent growth of the aging population and advances in modern medicine, the leading causes of death nowadays are chronic illnesses in older persons. Older people, therefore, have been the majority of the population requiring palliative care for several terminal medical illnesses. In order to provide comprehensive continuing care for older people, quality end-of-life care should be one area of focus among several others. However, it has been demonstrated that clinical care of older adults with serious and advanced illnesses, particularly care toward the end-of-life, is in need of improvement (1) . Good death has been a central concept of palliative and end-of-life care since the beginning. The original model was to keep patients free from unpleasant symptoms without discomfort in areas of the psychological, emotional, social and spiritual (2) . The meaning of 'good death' and composition of it has however, been changing (2, 3) . It is a subject which is difficult to quantify scientifically but is influenced by philosophical ideas, which are believed to be culturebased issues. This has been affirmed by the evidence that decision making with regard to good death and end-of-life issue were different among racially and ethnically diverse groups (4, 5) . It is, therefore, essential to gather patients' opinions on what composes a peaceful death from their perspective in order to carry out compassionate end-of-life care.
Providing care that is in accordance with patients' wishes is an essential component of end-oflife care. This would be eased, at least to some extent, when advance directives are in place. However, expressing wishes in relation to death has not been a popular concept among people in Thailand and several Asian countries despite the growing awareness of this issue in Western countries. This culture has brought about difficulties for practicing physicians taking care of Thai patients at the end-of-life (6) . There have been some studies with respect to concepts around good death in Thais and Buddhists (7, 8) and end-of-life decision (6) in Thailand. The results have emphasized some differences in culture compared to Western culture and stressed the need to explore several issues around end-of-life from local area. Those studies (6) (7) (8) , however, were case series and a study conducted in a small group of selected individuals (7) . There is a need for exploring some general principles in relation to care toward the end-of-life, to provide empirical evidence of opinion from target population. The authors, therefore, conducted the present study and aimed to explore preferences toward end-of-life among Thai older persons with chronic illnesses.
Material and Method
The present study was conducted at Siriraj Hospital, a 2,300-bed university hospital in Thailand during May 2010 to February 2011. A convenience sample of 100 older patients who attended to geriatric clinic for regular follow-up of their chronic illnesses was approached and recruited in the study. Fivecategory Likert scale, thirteen-situation-based questionnaire developed to suit Thai cultural context was used to elicit older persons' opinions concerning cares needed toward the end-of-life. Participants were also enquired to rank the three most important circumstances from their view points. Information regarding demographic data, co-morbid illnesses and functional status were collected from older persons and their families. Informed consents were obtained from all participants. This study was approved by Siriraj Institutional Review Board.
Development of questionnaire
The questionnaire was developed based on literature review of studies in relation to patients' wishes toward the end of life. Items were chosen from previous studies (7, (9) (10) (11) from Eastern and Western countries. A number of discussions were held among investigators in order to select and modify questions suitable to local culture. Three of the investigators (VS, RP and JA) are geriatricians who have had experience in taking care of older persons which ranged from 10-25 years and one (RP) has also been teaching in palliative care in the faculty. The questionnaire was designed to collect participants' demographic information, health status and previous experiences in end-of-life. A 13-item, 5-category Likert scale was used to elicit participants' opinions toward various activities in relation to events at the end-of-life. Participants were asked to imagine that if they were reaching the last 3 months of their life, how much they would agree with those statements. Items in the questionnaire covered physical needs and psychological needs, autonomy issues and closure of life affairs; which are domains in comprehensive palliative assessment.
Statistical analysis
Descriptive statistics were used for participants' characteristics. For continuous data, parametric and non-parametric tests were applied, as appropriate, after examining the distribution of variables. Categorical variables were presented as numbers and percentages. For the purpose of exploring factors associated with interested items, responses were collapsed into agreement for totally agree and agree, while the rest were classified as disagree. Place of death and decision not to prolong treatment were items considered to be of interest for further exploration for the associated factors. Simple binary logistic regression analysis was carried out to assess crude odds ratio (OR) with 95% confidence interval (95% CI) for association between participants' characteristics and interesting opinions. Factors analyzed in univariate analysis showing p<0.20 would be further examined in multiple binary logistic regression models. Statistical value of <0.05 was determined as significant in the final model. All statistical analyses were carried out using SPSS version 17.0 (SPSS, Chicago, IL, USA).
Results
Among enrolled participants, all were Buddhists with mean age of 75.9 (8.2) . Approximately half of subjects had no more than 6 years of education, 75% were female and 65% rated themselves as not being in good health. Ninety-one percent of subjects were independent in daily life with an average of 2 comorbid diseases. Ninety-five percent reported being (Table 1) .
Responses to the questionnaire regarding circumstances around end-of-life period were illustrated in Table 2 . With respect to their wishes towards the end of life, more than 90% of participants reported wishing to be free from uncomfortable symptoms and to be informed of the truth of their illnesses, to both them and families. Psychological needs, such as wishing to be cared for not only physically but also mentally and spiritually, having loved ones around and being mentally aware toward the last hours of life, were attributes rated as important among approximately 80% of participants. Seventy-six percent did not want to receive treatments to prolong life when the chance of surviving is slim. Interestingly, 44% of older persons wish to die at home and 31% preferred not to have any religious ritual conducted near the time of death.
Logistic regression models were applied to investigate factors associated with unwilling to die at home. The only factor significantly associated with unwillingness to die at home was age less than 70 with OR of 2.80 (95% CI = 1.05-7.47, p = 0.04). Factors associated with unwillingness to receive prolonging treatments with limited chance of survive were further explored using logistic regression models. After adjusted in multivariate analysis, age less than 70 and having education no more than 6 years were associated with unwilling to prolong suffering with OR of 9.88 (1.20-81.57) and 3.15 (1.11-8.95), respectively (Table 3) . Participants were also asked to rank the three most important aspects in their mind, older persons rated presence of loved ones, not receiving prolonging treatment and knowing the truth as the highest priorities when they reached the end-of-life period.
Discussion
Results from the present study demonstrate some interesting opinions from older people with respect to their wishes toward the end-of-life from Thai perspective that is a Buddhist society. Freedom from suffering which was attributed as important in the vast majority of participants in this study appears to be an intuitive empirical wish across the world (7, 9, 10) . This reiteration should be emphasized for practicing physicians to always look for and alleviate any uncomfortable symptoms, not only pains, for all patients reaching end of life.
With respect to autonomy, which is a priority in Western bioethics, this has been substantially different among Asians with a wide range of expression for their preferences (4, . In the present study, expressing wish of wanting to receive all information about their own illnesses could be viewed as a representative of autonomy. This idea was placed as a high priority among participants in the present study. This appears contradictory to prior beliefs among Chinese (12) , Japanese (11) and Koreans (4, 13) where the family-centered model of decision-making was predominate. Families in Asian countries often expect that information regarding a critical prognosis be disclosed to the family rather than to the patient in the first instance. The family often requests that grave prognoses or certain stigmatizing diagnoses be hidden from the patients (12) . However, there has been a move toward emphasizing an individual's right among newer Asian generations in recent studies (14) where patients were more likely to express wishes to have direct communication with physician for disclosing their own diagnosis and prognosis. This latter trend is in concordance with the present study. Table 3 . Factors associated with unwillingness to receive prolonging treatment when chance of survival is slim
Use of life support is another focus for advance care planning which could lead to a management dilemma. Buddhism emphasizes the transitory quality of life and the belief that life should not be unnecessarily prolonged and that nature should be allowed to take its own course. It could have been thought that Buddhists would be less likely to request intensive treatments when approaching death, particularly when chance of survival is limited. The present study affirms this belief showing that Thai older people are more ready to "let go", more likely to agree with not prolonging suffering when the chance to survive is slim. The proportion of this is higher than in the studies conducted in USA (10) and Japan (5) .
Nevertheless, bringing this concept into practice in Thailand has not been simple, as pointed out in recent studies (6, 15) . It seems to be a common phenomenon for Thai older patients to receive all available treatments with requests from families. This practice might stem from belief that family members have to pay their respect back to parents by providing 'the best care'. Unfortunately, in many occasions, particularly for older persons with complex chronic medical illnesses reaching their end-of-life, 'the best available care' might not be in the best interest of older patients, according to result from the present study.
Influence of age on decision of preferences for aggressive care and life sustaining treatments has been studied (16) (17) (18) with inhomogeneous results. In studying critically ill patients, older persons appeared to prefer less aggressive care compared to younger patients after adjusted for other covariates (16) , while some others showed contrary results (18) . The present study showed that the young-old group was more likely to refrain from prolonging treatments compared to oldold. One explanation suggested in previous studies, stressed out, that 'feeling of being a burden' might be one reason for the decision (18) . In order to test this hypothesis, further analysis was conducted to investigate the association in the present study and it was found that people who agree with the statement 'wish not to receive prolonging treatments' were more likely to agree with the statement 'wish not to be a burden' with OR of 4.7.
Last place of care for dying patients is another important issue in end-of-life care, particularly on carrying out "good death". There was some evidence showing that many people died in institutions with less peaceful death compared to ones who passed away at home (19) . Results from studies conducted among Westerners showed that 60-80% of participants expressed wishes to die at home (20) . This has also been a traditional belief among Thai practitioners that patients would have wished to pass away surrounded by family at home. Previous studies regarding good death in Thais did not specifically study on place of death (7) . The present study interestingly demonstrated that only 44% of older people would wish to die at home. Age less than 70 was the only factor associated with unwilling to die at home. The reason for this phenomenon could not be investigated in the present study. Some explanations could have been that they did not wish to be physical burden for family during the dying time, or that they placed trust on health care providers for relieving any suffering symptoms when the final time is approached. Moreover, there is no community hospice service in Thailand at present. It would be interesting to explore whether delivery of this type of care would have changed this attitude.
Bringing about 'end of life conversation' has not been easy, even in Western countries (21) . This would be a more challenging task for physicians to carry out this task in Asian culture where discussion about death could be seen as a taboo topic (14) . The present study was therefore carried out using a questionnaire in order to avoid many barriers. The finding that very few older persons declined to participate in the study might infer that open discussion of this issue is feasible in routine practice.
Conclusion
The present study illustrated older persons' opinions in relation to cares at the end-of-life from Thai perspective. In order to provide patient-centered care for the elderly, preferences for treatment should be directly sought for, from the patient, particularly when aim is to focus on palliative treatment. Thai older persons appear to be willing to receive relevant information and to make some important decisions.
Results from the present study could be used as empirical evidence to refer to when discussing related issues with older patients and families.
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